In recent years the issue of non-communicable diseases (NCDs) has been identified as a pressing concern that has come to the forefront of international policy discussion. NCDs are the leading causes of death and disability worldwide [1] . It was estimated that 33 million deaths in 2008 occurred from NCDs, accounting for almost two-thirds of all deaths for that year [2] . In addition, estimates suggest that these may increase further to a projected 52 million deaths by 2030, nearly five times as many deaths as projected for communicable diseases [3] . Type 2 diabetes mellitus (DM), along with cardiovascular disease, cancers, and chronic respiratory diseases, are considered four primary constituent diseases of the global NCD pandemic [3, 4] . Importantly, the main risk factors for these diseases are modifiable and these diseases are heavily influenced by lifestyle and behaviour [5] . Shared risk factors between these diseases -such as eating an unhealthy diet high in saturated fat and sugar, a lack of physical activity, and tobacco smoking -account for over two-thirds of new NCD cases and increase the risk of exacerbations in those who already have these diseases [5] . These risk factors and resulting diseases are not limited to high-income countries -a disproportionate NCD burden is borne by developing countries. Over 80% of diabetes and cardiovascular deaths worldwide occur in low-and middle-income countries (LMICs), and many of the risk factors for these NCDs are associated with the country development process through globalisation and urbanisation [3] . The prevalence of the common NCDs increases with advancing age, so as life expectancy in LMICs increases the burden of NCDs is also expected to rise.
Non-communicable diseases are more likely to affect people who are socioeconomically disadvantaged, furthering health inequalities [6] . This can be due to contextual factors relating to the society and place in which people live in addition to behavioural factors. In LMICs, diabetes and its risk factors are associated with lower education levels [3] . The higher burden of NCDs poses additional problems for populations of developing countries that have lower levels of educational achievement and income. Limited health care capacities and lack of social protection for large parts of the population mean that treatment and support for NCDs is often unavailable or catastrophically expensive [5, 7] . In addition, NCDs have significant socioeconomic effects. Nearly a third of NCD deaths in LMICs occur below the age of 60 [1] . These deaths at economically and socially productive ages have much wider consequences for these developing countries, with the loss of productivity and health system expenditure becoming major barriers for national economic development and progress [5, 8] . On individual or household levels, the sustained nature of NCDs and resulting disabilities can lead to difficulties in working or seeking employment. Additionally, the long-term care that NCDs require and the high cost of health care in many developing countries have major impacts on household income, potentially leading to vicious cycles of poverty and illness [5] . The overall economic cost of NCDs cannot be understated: in India in [2004] [2005] , NCD health care expenditure and total income lost due to these diseases was estimated to amount to 1% of its massive economy [3] .
Despite the serious implications of the global NCD burden, it is only recently that determined policy action has been seen. The UN High-Level Meeting on NCDs in 2011 led the way for an international response, providing guidance on how to integrate NCD prevention and control across sectors and at all levels of government [1, 3] . Furthermore, monitoring and surveillance capabilities of several highburden countries have shown an increased capacity in recent years [2] . However, many of the recommended changes -such as health care system reform towards sustainable universal care, and integration of NCD prevention into multi-sectoral responses -may take several years to implement, particularly in the LMICs that bear the brunt of the global NCD burden. Meanwhile it is essential that these regions have reliable estimates of NCD burden to inform policy decisions with relevant evidence and help set appropriate health care and research priorities [9] . Transparent, up-to-date estimates of NCD burden allow monitoring of the diseases as well as evaluation of current policies, and are vital tools for planning policies and interventions to tackle the global NCD pandemic. This paper will attempt to address part of this need by carrying out a systematic literature review to estimate the prevalence of type 2 DM in Southern Asia.
Box 1 briefly reviews approaches to diagnosis and known risk factors for type 2 diabetes [10] [11] [12] [13] [14] [15] [16] [17] [18] . Table 1 displays current WHO diagnostic criteria for venous plasma for fasting plasma glucose (FPG) and oral glucose tolerance test (OGTT). Diagnosis can be made through the use of either test alone or together. Specific values for capillary measurements and whole blood have been provided in previous WHO publications as well [12] . In terms of geographic focus of this study, the UN's Southern Asia region is comprised of nine countries [19] . General information regarding each country is given in Table 2 , sourced from the World Bank online database [20] . The majority of Southern Asian countries are low or low-middle income countries [20] . The total population of the Southern Asia region comprises approximately 25% of the world total population [20] . India was estimated to have the highest number of diabetic adults in 2000 [21] and 2010 [22] , and both these studies predicted it would continue to have the highest number of diabetic adults by 2030. Pakistan and Bangladesh were both estimated to be in the top ten as well. As such, an estimate of the diabetes prevalence for this region would provide a major insight into the global picture of diabetes burden. This paper aims: (i) to contribute to the evidence base on type 2 diabetes mellitus in Southern Asia by systematically reviewing the relevant literature; (ii) to compare the prevalence estimates provided through different methods of diagnosing type 2 diabetes mellitus; (iii) to provide an assessment of the role of urbanization on the burden of Type 2 diabetes mellitus in the UN Southern Asia region based on the best available evidence; and (iv) to discuss the significance of the regional estimate and the implications it may have on public health policy.
METHODS
A systematic literature search of published studies providing population-based prevalence estimates of type 2 diabetes mellitus in Southern Asia was carried out. The online databases Medline and PubMed were searched, using the OVID search form for the Medline database and the default search engine for PubMed. Search terms for Medline and Box 1 Type 2 diabetes -diagnosis and risk factors Type 2 diabetes mellitus (DM) is a metabolic disease characterised by persistent hyperglycaemia and disturbed carbohydrate, protein, and fat metabolism. It may present with combinations of typical symptoms such as polydipsia (increased thirst), polyphagia (excessive hunger), polyuria (increased passage of urine), glycosuria (glucose in urine), lethargy, and weight loss. These symptoms reflect the underlying DM pathophysiology of peripheral insulin resistance combined with inadequate pancreatic insulin secretion [10] . Many diabetic patients may be asymptomatic but in the long term uncontrolled hyperglycaemia can lead to severe complications such as diabetic retinopathy, neuropathy and nephropathy. Type 2 DM can be diagnosed through biochemical measurements even if there are no presenting symptoms [11] .
Under World Health Organisation (WHO) guidelines, there are currently two main diagnostic tests used to diagnose DM -the Fasting Plasma Glucose (FPG) test and the Oral Glucose Tolerance Test (OGTT) [11] . FPG involves measuring the level of glucose in a fasting (.8 hours without food) patient' s blood, often after an overnight fast. OGTT is also carried out on fasting patients and involves measurement of baseline blood glucose, followed by ingestion of 75g anhydrous glucose, and a subsequent blood glucose measurement after two hours to determine the efficacy with which glucose has been eliminated from the patient' s blood [12] . Although WHO has also recently advocated the measurement of glycatedhaemoglobin (HbA1 C ) for diagnostic purposes [13] , the stringent quality assurance tests required for its effective usage have limited its use in epidemiological studies to date. Additional notes on these diagnostic methods are provided in Online Supplementary Document.
The aetiology of type 2 DM is complex and likely involves a host of different factors, many of which are not fully understood. Common risk factors in the general population include older age, being overweight or obese, hypertension, leading an inactive lifestyle, smoking, and consuming an energy-dense diet [14, 15] . Several of these risk factors may be considered 'lifestyle' factors that are potentially modifiable. However, a strong genetic component is also implicated in Type 2 DM, with relatives of diabetics at increased risk of developing it themselves, and certain ethnic populations believed to have increased susceptibility to diabetes [16, 17] . South Asians in particular have been found to possess adverse body fat patterning that that may predispose to insulin resistance [18] , and have higher diabetes risk than Caucasians with equivalent body mass indices (BMI) [16] . This non-modifiable genetic susceptibility for South Asians means it is of even greater importance that policies address modifiable risk factors in order to tackle burgeoning diabetes prevalence in the region. PubMed are given in Table 3 and Table 4 respectively. Both Medical Subject Headings (MeSH terms) and keywords were used for the Medline search. The Medline search was more focused due to OVID' s Advanced Search feature, while the PubMed search was left broader in order to pick up a larger selection of studies. The final searches were carried out on 13 February 2013. Box 2 shows inclusion criteria, exclusion criteria and quality evaluation criteria.
Study selection
The literature search of online databases resulted in a total of 5653 studies: 1754 from Medline and 3899 from PubMed. After initial analysis of titles and abstracts, 402 studies were selected that matched inclusion and exclusion criteria. 51 duplicate studies were removed and full texts of the remaining 351 studies were further analysed and quality assessed. 39 studies were included in the final analysis, including 2 papers identified through reference lists of other assessed studies. A visual summary of the study selection process is presented in Figure 1 . 
Inclusion criteria:
• Population-or community-based study in a Southern Asian country providing prevalence estimates of type 2 diabetes mellitus based on primary data. • All published study designs and all languages.
• Studies post-1980 with ≥200 participants.
• Studies looking at adults (≥20 years).
• S tudies diagnosing diabetes through biochemical measurements.
Exclusion criteria:
• Studies investigating other forms of diabetes, such as gestational diabetes or diabetes insipidus.
• Hospital-or clinic-based studies.
• Studies diagnosing diabetes through self-reported questionnaires or symptoms only.
• Study populations specifically predisposed to diabetes, such as relatives of known diabetics.
• Studies investigating prevalence of complications in a diabetic cohort without commenting on actual prevalence of diabetes in area or community.
Quality evaluation criteria:
• Diabetes diagnosed through fasting plasma glucose (FPG) after ≥8 hours fasting, and/or oral glucose tolerance test (OGTT) two hours after ingestion of 75g anhydrous glucose or equivalent.
• Appropriate diagnostic criteria for diabetes -most recent WHO recommendations of FPG≥7.0mmol/L and/or 2hPG≥11.1mmol/L for venous plasma, or equivalent for other sample types. Stated whether blood samples were venous or capillary, and whether whole blood or plasma was analysed.
• Clearly defined population recruited through representative sampling methods.
• Description of how known diabetics were accounted for.
Data extraction
Titles and abstracts of all studies obtained through the database searches were evaluated. Inclusion and exclusion criteria were applied. Basic details of all studies such as title, authors, country, study year, year of publication, and sample size were extracted into an Excel spreadsheet for ease of full text evaluation. After initial extraction, full texts of the studies were analysed and assessed for quality criteria. Quality assessment information is presented in Online Supplementary Document. Studies for which full text was not available were requested through inter-library loans. Duplicate studies were identified through study locations and matching sample sizes, and were removed. In addition, the reference lists of the selected studies were examined for relevant papers not captured by the literature search. These new studies were subsequently evaluated and added to the spreadsheet.
Another Excel spreadsheet was created for eligible studies selected through full text analysis. All the above data was extracted in addition to data on method of diagnosis; diagnostic criteria; specific location of the study; whether the study described the surveyed area as urban, rural, mixed or none; age range of participants and mean age if provided; diabetes prevalence in sample; and sex-specific sample size, mean age, and diabetes prevalence. Many studies looked at several different cohorts in various areas, often for purpose of comparison. These multiple cohorts were recorded separately so that individual sample characteristics could be differentiated. Three separate sheets were created for studies depending on their method of diagnosing new diabetes: one for studies that diagnosed diabetes on the basis of both FPG and OGTT results; one for studies using only FPG results; and one for studies using only OGTT results. These spreadsheets were the basis for prevalence estimation.
Data analysis
To allow for comparison between studies, all reported prevalence estimates were converted to prevalence/1000 population through the equation: Prevalence = Number of diabetes cases ×1000 / Sample size During data modelling, the mean age, sample size, and age-specific prevalence estimates (per 1000 population) of all selected studies were used to create bubble graphs representing the data. If this information was missing for particular cohorts, it was calculated from the data that was available, as detailed in Online Supplementary Document. Several bubble graphs were created: for overall prevalence, sex-specific prevalence, urban/rural prevalence, and prevalence for specific diagnostic methods.
In order to calculate population prevalence estimates for the region, trend lines with the power function were computed from the graphs to represent the relationship between age and prevalence for the selected data set. These were chosen because they had the highest r-squared (R 2 ) values for these graphs and therefore accounted for the highest fraction of variance in the data. Statistical significance (p-values) of differences observed through any comparisons was derived directly from the model. The resulting equations for overall combined prevalence, total male prevalence and total female prevalence were applied to 2005 UNPD population estimates, the closest to the median study year of 2006 [23] . Prevalence results were multiplied by population figures for each age group, thereby giving an estimate of the total number of expected diabetes cases for each one. Totalling these up and taking a percentage of the total adult population allowed calculation of overall diabetes prevalence, for each sex separately and combined.
Study characteristics
Of the 39 studies included in the analysis, 15 studies diagnosed diabetes using both FPG and OGTT methods, 20 solely using FPG, and 4 studies using OGTT only. Several studies looked at more than one cohort when estimating diabetes prevalence, often for purposes of comparison. A total of 57 cohorts were investigated by the 39 studies (Figure 2) . During analysis each different cohort was represented independently. Within these cohorts, age-specific prevalence estimates were represented individually if available. Table 5 provides an overview of study characteristics by country. Population estimates are based on 2005 UNPD data [23] .
The country with the largest number of studies, of all types, was by far India. It was also the only country for which suitable OGTT-only studies were available. No suitable studies of any kind were found in the literature search for three countries: Afghanistan, Bhutan, and the Maldives. The remaining five countries had a mixture of FPG-only and FPG+OGTT combined studies, with the exception of Pakistan, for which only FPG studies were found. The mean study size was 5178, with samples ranging from 331 to 25 969 participants. The median study year based on provided information was 2006 -while the earliest publication year was 1992, the earliest specified study year was 1998 and the most recent study year was 2009. More information about the study cohorts is given in Table 6 and Table 7 , and additional information is provided in Online Supplementary Document.
RESULTS
Figure 3 displays the relationship between mean age of sample and overall diabetes prevalence (both sexes combined, all diagnostic methods). A total of 151 individual data points for age-specific prevalence were plotted from 57 cohorts. 65 individual points were available from FPG and OGTT combined studies, 77 from FPG-only studies, and 9 from OGTT-only studies ( Tables 8, 9 and 10). Age-specific prevalence data are provided in Online Supplementary Document. Figure 3 shows a positive association between mean age and diabetes prevalence. Table  11 illustrates this association using the trend line equation derived from overall prevalence results and also displays population prevalence estimates based on 2005 UNPD estimates for the Southern Asia region. Based on these figures, the diabetes population prevalence for 2005 was estimated to be 7.47%. The 50-54 age group had the highest proportion of the burden at 11.31%, and the 20-24 group had the lowest proportion of the burden at 4.64%. A total of 51.3% of the burden was seen in those aged 50 or more. The diabetes burden increases with age until the ages of 50 and 54, after which it decreases. This is due to the population age structure in 2005 -diabetes prevalence per 1000 population is shown to increase continuously with age. Table 12 shows the overall prevalence equation applied to 2010 UNPD population estimates, and Figure 4 compares the estimated numbers of diabetics between 2005 and 2010. A higher overall prevalence estimate is observed for Figure 5 and Table 13 illustrate the relationship between diabetes prevalence and age for males (all diagnostic methods). Based on the trend line equations, male prevalence is slightly higher than female prevalence at all ages. At the extreme, estimated male prevalence for the 70-79 age group is 336.08 per 1000, whereas female prevalence is 297.57 per 1000. Figure 6 and Table 14 illustrate female age-specific prevalence for all diagnostic methods. Sex-and age-specific prevalence data are presented in Supplementary Online Document. The crude population prevalence estimate for males in 2005 is 8.76% (39 622 000 cases), and for females is 8.18% (35 102 000 cases) (P < 0.001). These do not total the combined prevalence estimate of 65 848 000 cases (7.47%) since several studies did not provide enough data to calculate male and female age-specific prevalence, only enough to calculate combined sexes age-specific prevalence. To account for this incomplete data, the combined prevalence estimate was used as an envelope and a correction factor of 0.881 was applied to male and female prevalence estimates. Resultantly, the adjusted 2005 population prevalence estimates are 7.72% for males and 7.20% for females. Figure 7 illustrates a comparison between corrected male and female prevalence estimates at 5-year age intervals.
Urban and rural residency
32 out of the 39 selected studies (50 out of 57 cohorts) specifically defined their study population as residing in an urban area or a rural area. Incidentally, out of the reporting studies, 25 cohorts were specified as urban and 25 as rural. Table 15 and Figure  10 highlight the prevalence differences observed between urban and rural cohorts. Figure 11 compares prevalence of diabetes in urban males with prevalence in rural males. Figure 12 compares prevalence of urban and rural females. In both cases urban residency is associated with signifi- cantly higher diabetes prevalence (P < 0.001). Figures 13  and 14 show the estimates for both sexes by residency. Individual bubble graphs for residency are presented in Online Supplementary Document. Figure 15 shows the relationship between age and diabetes prevalence when only considering studies that utilised both FPG and OGTT in diagnosing diabetes. Figure 16 shows the relationship for studies that used only FPG, and Figure 17 shows OGTT-only studies. 65 age-specific data points were used to calculate the FPG+OGTT trend line, 77 data points used to calculate the FPG-only trend line, but due to the small number of available OGTT studies only 9 age-specific data points were used in calculating the OGTT trend line. Figure 18 compares the estimated prevalence using each of the three diagnostic methods. The combined FPG plus OGTT studies resulted in a higher population prevalence estimate than FPG-only studies when applied to UNPD figures, as shown by Table 16 and Table17. FPG plus OGTT studies result in a population prevalence of 7.75%, while FPG-only studies result in a prevalence of 7.32%. The small number of OGTT-only studies predicted a population prevalence of 6.95%, as shown in Table 18 . 
Method of diabetes diagnosis

DISCUSSION
This study provides the most up-to-date transparent estimation of diabetes prevalence in the UN Southern Asia region, building upon previous studies looking at prevalence in comparable regions or in specific constituent countries [21, 22, 63, 64] . It is also, to our knowledge, the first study to transparently estimate diabetes prevalence and trends in Southern Asia by synthesizing findings from numerous community-based studies in addition to broader national population studies.
A transparent systematic literature review of two online databases was carried out. Pre-defined inclusion and quality criteria narrowed down 39 studies from an initial 5653 results. Search terms were specified, and quality assessment criteria for selected studies were provided in Appendices. Enough studies were captured for estimation of overall diabetes prevalence, male and female prevalence, and urban and rural prevalence for each sex. Study cohort sites had a wide geographic distribution within the countries that were analysed, as shown in Figure 2 . Additionally there was an even split of rural and urban studies, allowing for comparison of prevalence in both demographics. Data was not captured from all countries in the Southern Asia regionthe systematic literature review did not find any suitable studies from Afghanistan, Bhutan, or the Maldives. However, Table 5 shows that these three countries have the smallest adult populations in the region. For all other countries, including the three most populous countries of India, Pakistan, and Bangladesh, suitable numbers of geographically dispersed studies were identified. While this paper was able to adequately meet most of its set objectives, the small number of OGTT-only studies captured in the search meant that all recognised diagnostic methods could not be fully compared in terms of prevalence estimates, and so this objective was only partially met. In addition, UNPD projections for Southern Asia predict that total population and life expectancy at birth for both males and females will continue to rise in the region over the next 30 years [23] . The findings of this study suggest that as the population continues to age in the future, the overall burden of diabetes in Southern Asia will also continue to increase, and that concerted policy action is needed to facilitate the response to this increased burden.
It was found that diabetes prevalence was consistently higher for males than for females. The burden was highest in the 50-54 age group for both sexes, and within this age group there was a 9.35% difference between estimated male and female prevalence. Prevalence/1000 population continued to increase with age for both sexes but due to the population age structure the burden attributed to older age groups was progressively smaller after the ages of 50-54. After correction for missing data, the 2005 population prevalence estimate for males was 7.72%, and for females was 7.20%. This translates into an estimated 34 915 000 male and 30 933 000 female diabetics in Southern Asia in 2005.
This study found that urban residency was strongly associated with higher diabetes prevalence for both sexes. The observed difference is noteworthy -past the age of 55 the urban prevalence was estimated to be more than twice the rural prevalence. Although males had higher prevalence than females in both urban and rural settings, the difference was noticeably smaller in urban cohorts than rural cohorts: a 6.03% difference between urban males and females, but a 16.74% difference between their rural coun- terparts. Higher rates of diabetes among urban residents may be explained through increases in physical inactivity and consumption of high sugar and fat diets -both strong risk factors for diabetes -that have become synonymous with urban lifestyles. Mohan suggested that diabetes rates in India are quickly escalating because of the rapid urbanisation that is sweeping the country [17] . Conversely, rural prevalence remains lower because of limited exposure to these risk factors and maintenance of traditional physically vigorous rural lifestyles.
Sufficient numbers of FPG-only and FPG+OGTT combined studies were identified to allow comparison between these two diagnostic methods. The small number of OGTT-only studies also provided interesting trends. Overall the differences between these methods appeared to be minimal. The higher prevalence estimates of FPG+OGTT compared to FPG-only were to be expected since the former used an additional diagnostic method. FPG-only studies estimated higher diabetes prevalence at younger ages (<52) and lower prevalence at older ages (>52) compared to OGTT-only. Combined FPG+OGTT prevalence estimates lay in between the FPG and OGTT estimates at both ends of the age spectrum. In addition, FPG-only studies estimated the highest burden proportion to be at a younger age -in the 45-49 age group -followed by a small decrease in the 50-54 age group. FPG+OGTT studies and the limited number of OGTT-only studies found highest burden proportion in the 50-54 age group. These findings suggest that FPG may have greater sensitivity at younger ages, while OGTT may be more sensitive to diabetes in older age.
This study' s prevalence estimates were primarily based on trend line equations obtained by plotting study size, mean age and prevalence estimates on bubble graphs. Bubble graphs accommodate gaps in data better than weighted mean box-plots, and the resultant trend lines can be used to estimate the expected prevalence for any given age rather than just the specific age group means. Therefore, bubble graphs are preferable over weighted mean box-plots when considering a disease such as diabetes, for which the steady prevalence increase with age has previously been well established [21] . The trend lines obtained in this study all had high R 2 values -specified on each graph for purposes of transparency -indicating that they were representative of the data and took into account a high degree of variance.
Several of this study' s findings are in line with previous estimations of diabetes burden in comparable regions. Estimates for 2000 [21] and 2010 [22] both suggest that in developing countries, diabetes burden is highest between the ages of 40 and 64, and lowest under the age of 40. This was reflected in the findings. Wild and colleagues also found that global diabetes prevalence was higher overall for males than females. However, more recent estimates for Southern Asia found no distinct increase in diabetes risk with male gender [64] . This study found a small but consistent difference between male and female prevalence. Based on national surveys for countries in the region, Jaywardena and colleagues estimated the overall Southern Asia diabetes prevalence to be in the range of 4.5-10.3% for the period 1995-2006 [64] . This study' s estimate of 7.47% for 2005 falls in the middle of this range. Additionally, this study' s 2010 prevalence estimate of 7.60% is similar to the findings of Shaw and colleagues for the WHO region of South-East Asia [22] , a geographic region that includes six out of the nine countries of the UN Southern Asia region (all apart from Afghanistan, Iran and Pakistan). Recent IDF estimations suggest that diabetes prevalence may be even higher -at an estimated 8.60% for South-East Asia in 2011 [65] . However, it is difficult to make comparisons between estimates for the UN Southern Asia region and the WHO South-East Asia region. In addition, different studies often use widely varying methods for study selection and estimating prevalence, contributing to the observed inconsistencies. Nevertheless, a substantial body of evidence including this study indicate that the diabetes burden in this area of the world is large and growing.
Limitations
This systematic review considered published studies from 1980-2013. However, suitable studies were only identified for the period 1992-2013. Not looking at studies prior to 1980 may have excluded viable studies, but older studies often used previous diabetes diagnostic criteria which underestimated prevalence. Most of the identified studies carried out prior to 1990 used the old 1980/1985 WHO criteria with the higher FPG cut-off of 7.8mmol/L for diabetes diagnosis. Including such studies in the analysis would distort the prevalence estimate because of the differing diabetes case definitions.
Several recent studies did not detail the diagnostic criteria used to identify diabetics, despite explaining their method of diagnosis. These studies were excluded to ensure that the case definition of diabetes in the selected studies remained constant. Other studies did not make it clear whether the biochemical samples they used were venous or capillary, or whether whole blood or plasma was analysed. WHO provides diagnostic guidelines for each of these sample types [11, 12] , but when sample type was not specified the study was excluded to minimise case definition misclassifications. Adherence to these stringent quality assessment criteria potentially limited the number of studies that could be included in this analysis. In addition, studies that did not diagnose diabetes through biochemical measurements but instead used techniques such as self-reported surveys were also excluded. Several studies had found low knowledge of diabetes in Southern Asia, even in diabetic patients [66, 67] , and therefore such methods were considered unreliable.
Studies investigating other forms of diabetes such as gestational diabetes or diabetes insipidus were excluded. These studies were easy to identify because of the specific nature of gestational diabetes, and the different clinical presentation of diabetes insipidus to diabetes mellitus (DM). However, a major limitation of this paper was the inadequate ability to distinguish between type 1 DM and type 2 DM. Many risk factors for type 2 DM, such as diet and physical inactivity, are modifiable and therefore may be amenable to policy intervention, but there are no known preventative measures against type 1 DM. Most analysed studies did not further investigate identified diabetics to exclude type 1 DM, meaning that this study' s findings may be an overestimation of the prevalence of type 2 DM. However, in the adult age range that was being investigated, type 2 DM is more common than type 1 DM, hence their previous names of "adult-onset diabetes mellitus" and "childhood-onset diabetes mellitus". In addition, it has been noted that while type 1 DM rarely causes death by ketoacidosis in developed countries, sufferers in many developing countries may unfortunately have a radically shortened lifespan due to limited insulin availability which is crucial for type 1 DM management [68] . This may hold true especially for some of the poor rural areas investigated in this study. As a result, any error in the prevalence estimate due to type 1 diabetics is likely to be small.
Only published studies were reviewed. The resulting analysis may have suffered from publication bias as the reviewed papers may only show those studies in which significant results were found. Publication bias may have prevented studies that did not show significant diabetes prevalence from being published in the first place, preventing these studies from being captured in this review. While no limits were set on language, time constraints also prevented translation and therefore inclusion of non-English studies. This may have resulted in exclusion of viable nonEnglish studies. However, even without setting language limits, only a very small number of non-English studies were identified by the literature search. This might be due to the status of English as an official language in several excolonial countries in the Southern Asia region, most notably India and Pakistan.
No suitable studies were identified for three out of nine of the countries in the region -Afghanistan, Bhutan, and the Maldives. As mentioned, however, these are the least populous countries in the region, and combined only account for 1.34% of the regional adult population. Nevertheless it is a noteworthy limitation that no data was available for these countries when the estimated regional population prevalence took their populations into account as well. Another limitation arose when comparing urban and rural studies. Cohorts were classified as urban or rural on the basis of individual study descriptions. No standardised definitions of 'urban' or 'rural' were used, meaning there may be discrepancies between different studies on their cohort classification.
Not all selected studies provided male and female sex-specific prevalence breakdowns, while others did not provide sample sizes for sex-specific prevalence or did not report mean age. This limited the number of cohorts that could be analysed for male and female age-specific prevalence. Where possible, sample sizes were calculated based on reported number of cases and corresponding prevalence figures. However, this study' s findings were limited by assumptions that had to be made to account for incomplete data. UNPD national age structures were applied where appropriate [23] . This method of estimation may have increased imprecision as study populations are not necessarily representative of the national average. The use of a correction factor to account for incomplete sex-specific data may have been another source of imprecision. A hypothetical maximum age of 80 was used to calculate mean age for studies that provided no maximum age range. This assumption was made as this was the highest age used in reviewed studies that included a maximum age, and also because the minority of studies that looked at participants aged 80+ had very small sample sizes for those age groups. In addition, the 2005 UNPD population estimates for Southern Asia suggest that the 80+ age group accounts for only 0.58% of the population, so this was not considered a major limitation.
While every effort was made to ensure accuracy and the use of systematic methods, human error may have resulted in accidental exclusion of relevant studies when inclusion and quality criteria were being applied. Having only one person review and evaluate studies is a potential limitation of this study design. Using several independent evaluators to select studies, with a suitable method for resolving disputes, may increase reliability of the study' s findings.
Implications for policy
Evidence on disease burden is essential for countries to plan and develop programs in response to the NCD pandemic. The WHO 2008-2013 Action Plan for the Prevention and Control of Noncommunicable Diseases highlighted that before prevention and control policies can be implemented, one of the first steps is to assess the burden of disease [69] . Engelgau and colleagues also proposed a framework for policy decision-making on NCDs [7] , and improved surveillance is an essential component of their initial assessment stage. Several Southern Asian countries have shown improvements in their national NCD surveillance and monitoring capabilities in the last decade [2] .
However, as previously discussed, estimates of diabetes burden vary widely between different sources. Further improvements in national surveillance capabilities are needed so that authoritative and standardised estimations of the burden of NCDs can be made. Accurate and up-to-date estimations of burden are also important in evaluation of current policies, programs, and of health system capacity. A number of policies have shown promise -in 2003 India enacted The Cigarette and Other Tobacco Products Act which is considered to have effectively reduced the public' s exposure to tobacco smoke, through advertisement, and minors' access to cigarettes [7] . India also recently launched a pilot phase of the National Programme for Prevention and Control of Diabetes, Cardiovascular Diseases and Stroke (NPDCS), and has made financing commitments for the near future [70] . The aims of this program are laudable but monitoring of such programmes is necessary to ensure resources are used efficiently, and that appropriate targets and priorities are set [7] . This is of special importance due to rapidly-changing nature of NCDs and the many challenges that governments of developing Southern Asian countries face when attempting to deal with them.
The findings of this study suggest that future urbanisation and increased life expectancy will lead to a substantial rise in the burden of type 2 DM in the Southern Asia region. Commentators have noted that the process of population ageing currently being observed in developing countries is different to the demographic transition that occurred in developed countries several decades ago. In particular, the current demographic transition in developing countries has occurred on a faster scale than in developed countries, and without the associated improvements in living conditions, social provisions, and access to health care [7] . This has led to a 'compressed timeline' for developing countries to mount effective responses to growing NCD burdens compared to what developed countries had [1]. 'Unhealthy ageing' in Southern Asia due to these lagging improvements in nutrition and socioeconomic conditions is predicted to add to the natural increases in disease burden expected of an ageing population [7] . Therefore it is paramount that both prevention and treatment policy options are considered -the root causes of NCDs need to be addressed, and health system capacity should be reviewed to deal with the increasing burden.
Prevention efforts for diabetes can come in many forms, but there are several that may be especially relevant to Southern Asia. Before any successful prevention policies can be implemented it is important that knowledge and awareness regarding diabetes is improved in the general population. Many studies have shown that in Southern Asian populations, awareness of diabetes and its risk factors is poor [71, 72] , even among diabetic patients [66, 67] . Populationlevel education and health promotion schemes should be put into place to improve awareness of the risk factors for diabetes and the other main NCDs. Diabetes has many lifestyle-modifiable risk factors, and by improving knowledge regarding these, the Southern Asian population can be empowered to pursue healthier lifestyle choices. Increased risk factor awareness and the resulting community empowerment have been seen to have a positive effect in the past. Mohan and colleagues reported that following such efforts, an Indian community was prompted to create a public park with their own funds which resulted in significant improvements in physical activity levels for local resident [73] .
Departure from traditional dietary patterns and the uptake of diets high in saturated fats and heavily refined carbohydrates are believed to be important underlying factors in rising rates of obesity and diabetes in Southern Asia [17] . In particular, low intake of fibre, mono-and poly-unsaturated fats, and high consumption of refined carbohydrates, saturated fats and trans-fats have been identified as problematic dietary habits leading to insulin resistance in Southern Asian populations [74] . Policies should focus on addressing these unhealthy dietary patterns with a view to inform and educate. Successful policies from the health sector may include efforts to improve food labelling through dialogue with food companies, which when combined with education on NCD dietary risk factors may go some way to lowering diabetes and obesity incidence [7] . Focus should also be given on encouraging people to switch from traditional high trans-fat cooking oils such as ghee and vanaspati to poly-unsaturated alternatives [74] .
The health sector has an important role to play in the management and treatment of NCDs. Table 2 shows that while all the Southern Asian economies are growing, many of them spend very small proportions of their gross domestic product (GDP) as health expenditure. In 2001, the WHO Commission on Macroeconomics and Health found that a basic set of essential health interventions costs approximately US$34 per capita, believed to be a modest sum even for low-income countries [75] . However, several Southern Asian countries spend less on health than even this recommended minimum per capita expenditure [20] . NCDs undermine economic progress and have significant macroeconomic and microeconomic impacts [76] . The increasing burden of NCDs will strain existing health systems if health expenditure is not increased. Physician density is also low in many Southern Asian countries; Engelgau and colleagues suggest that improving region-wide health education and training capacities may help fill human resource gaps across the region by taking advantage of economies of scale [7] .
Even if health system capacities are expanded to deal with the increasing burden of NCDs, access to appropriate health care remains a major challenge across the Southern Asia region. Studies in several Southern Asian countries have found significant personal expenditure and substan-tial financial loss associated with paying for diabetes treatment, with the main costs being the direct expenses of investigation, treatment, and hospital admission [49, 77, 78] . These expensive out-of-pocket medical costs are a major barrier for universal access to health care services in Southern Asia, and result in widening inequalities between rich and poor. In addition to increasing health care capacity, Southern Asian countries should aim to improve access to health care by implementing WHO universal coverage reforms [79] . Successful policy strategies may involve improving revenue collection by targeting tax avoidance; pooling risk to reduce cost-sharing; efficiency savings from introducing Health Technologies Assessment (HTA); and simply increasing the priority given to health and thereby increasing governmental health expenditure.
Implications for future research
Following the recent WHO addendum approving the use of HbA1 c as a diagnostic method [1], WHO and American Diabetes Association diagnostic guidelines and criteria are mostly aligned. Future studies investigating prevalence in a population or community should use these standardised methods and criteria for diagnosing diabetes to allow for informative comparison between studies. The utilisation of HbA1 c measurements also presents new avenues for diabetes epidemiological research. If appropriate quality assurance measures are put in place, as per WHO recommendations, HbA1 c presents a valuable method for investigating long term changes in glycaemic status in study subjects.
Studies calculating overall prevalence inadvertently calculate male and female prevalence as well, but as seen in this paper, in many cases these were not reported. Additionally many studies failed to report basic information such as mean age of sample, age group of sample, type of biochemical sample taken, or diagnostic criteria used to define diabetes. Access to this information would reduce the number of assumptions that have to be made for incomplete data, and additionally would allow for a more accurate estimate as far fewer studies would have to be excluded from analysis. As awareness of the need for large-scale population estimates of NCDs becomes more commonplace, it is hoped authors carrying out community-based studies begin to employ common standards to allow effective utilisation of their work in burden of disease analyses.
Diabetes is one end of a spectrum of glycaemic states, and future studies could estimate the burden of different forms of prediabetes as well. Impaired fasting glucose (IFG) and impaired glucose tolerance (IGT) are diagnosed with FPG and OGTT respectively so many studies report their prevalence alongside diabetes. Regional estimation of the burden of both prediabetes as well as diabetes would allow for a more comprehensive analysis of the challenges these hyperglycaemic diseases pose.
This study found that diabetes is strongly associated with urban residency in Southern Asia. As the region continues a process of rapid globalisation and urbanisation, it is important to maintain diabetes surveillance in both urban and rural cohorts. Urban migration and the increasing accessibility of inactive, sedentary lifestyles suggest that the diabetes burden will increase in the future. Projections for 2030 predict that several Southern Asian nations will continue to rank among the countries with the largest numbers of diabetic residents [21, 22] . However, monitoring and analysis of these vulnerable populations can inform public health policymakers and help manage the burden of diabetes. It is important that future studies focus on high-risk populations: urban residents, and, as life expectancy increases, the growing number of elderly people as well.
CONCLUSION
This systematic literature review found a high prevalence of type 2 DM in the Southern Asia region. Diabetes prevalence was associated with male gender, and strongly associated with older age and urban residency. On the basis of these findings this study also predicted that diabetes prevalence will continue to increase in the future as life expectancy in the region rises and countries continue to undergo processes of urbanisation. The findings of this study were consistent with several past studies, but dissimilar to the results of others. This highlights that inconsistent surveillance and conflicting estimations of burden are some of the many challenges faced by the Southern Asia region and its constituent countries in their effort to respond to the rising burden of NCDs.
Accurate and up-to-date estimates of burden of disease are essential for planning of policies, target and priority setting, as well as monitoring and assessment of existing programs. However, greater standardisation and shared principles are needed across different studies so that strong, clear messages are given to policymakers. It is hoped that improved surveillance capabilities in Southern Asian countries will encourage common standards for prevalence estimation to be established.
While current policies and programs on diabetes control have met with some success, the region faces numerous hurdles. Rising life expectancies coupled with 'unhealthy' ageing present a new set of challenges to those faced by developed countries several decades ago. Policies focusing on prevention have to deal with a population that largely has little awareness of diabetes and its risk factors, and is becoming increasingly accustomed to a sedentary lifestyle and unhealthy eating patterns. Health sectors also have their own set of issues -total health expenditure is low in many Southern Asian countries, there are significant hu-man resource gaps, and already struggling health systems are predicted to be put under even greater strain as diabetes prevalence continues to increase. In addition, from an equity perspective, high cost-sharing coupled with the long-term care needed for NCDs such as diabetes means that access to health care may be limited for a large proportion of people in the region.
However, despite these numerous policy challenges and the projected increase in diabetes prevalence, slow progress is being made. NCDs are at the forefront of the international health agenda, several Southern Asian countries have greatly improved their NCD surveillance and monitoring capacities, and the numbers of studies estimating burden of type 2 diabetes mellitus appears to be increasing in recent years. Greater attention needs to be paid to this disease and its risk factors on national and regional levels in Southern Asia so that the growing burden of diabetes can be adequately addressed in the future.
